An approach to conversion disorder with comorbid major depression using pharmacotherapy and psychodrama techniques: a case report Conversion disorder (CD) is a psychiatric disorder commonly seen in clinical and emergency psychiatry departments; it may occur with psychological factors and lead to changes in motor and sensory functioning in a way that suggests a physical disorder. Multiple mental illnesses such as depressive disorder can accompany CD. In addition to antidepressant or antipsychotic drug treatments, psychotherapy techniques can be applied in the treatment of CD. In this report, we aim to present a case of major depressive disorder with accompanying CD where we intervened applying drug therapy together with psychodrama techniques, a type of psychotherapy that is not frequently used in CD.
INTRODUCTION
C onversion disorder (CD) is a condition triggered by psychological factors mimicking particularly neurological disorders affecting motor or sensory functions with one or more symptoms and deficits that are not consistent with the known anatomical structure of the central or peripheral nervous system (1) . While gradually decreasing in Western countries, CD is still frequently seen in Turkey, accounting for 12-47% of patients presenting to the psychiatric emergency policlinics (2, 3) .
In the etiology of CD, various psychodynamic views, neurobiological and genetic factors, and sociocultural perspectives have been discussed; studies usually conclude that it is a multifactorial condition (4, 5) . Studies examining the role of traumas and emotional stress in early childhood have found correlations especially of life events in the socio-professional area and the experience of bad treatment in early childhood with conversion symptoms (6) . From a psychodynamic perspective, any loaded experience may disturb the balance reached by an effective suppression of the impulse. In such a case, the repression used by the ego proves insufficient and a state of conflict arises. Against the anxiety provoked by the conflict, a new mechanism is needed, which in a hysterical neurosis is a conversion or dissociation mechanism (7) . The literature reports that other mental disorders frequently accompany CD (8) (9) (10) . A study by Bowman and Markand (11) stated that CD may be comorbid with depressive disorder in 88% of cases and conversion symptoms might be a prodrome for anxiety.
In the therapy of CD, antidepressant and antipsychotic drugs are used alongside rehabilitation methods such as psychoanalytic and cognitivebehavioral psychotherapy, exercise, functional electrical stimulation (FES), or biofeedback (12, 13) . It has been reported that psychotherapy is useful for most patients (14) . The therapeutic importance of a psychodynamic perspective in determining and addressing problematic areas in family relationships (15) and of cognitive-behavioral therapy methods such as the development of cognitive coping skills, cognitivebehavioral family interventions, relaxation exercises, positive reinforcement of healthy behavior, and extinguishing sick role behavior have been emphasized (16) .
Another therapy technique that can be used in the treatment is psychodrama, which is a psychotherapy method founded in the 1920s by Jacob Levy Moreno (17) , making use of spontaneous theater. It uses dramatization and role-playing techniques, exploring individuals' lives through reenacting their actions by way of dramatic selfpresentation. The aim of this method is to reach catharsis, gain insight, and direct the protagonist towards healthier behaviors (18) . Moreno's psychodrama technique is applied both in individual and in group therapy; individual psychodrama is known as monodrama. While the literature mentions an increase in the application of psychodrama, knowledge about monodrama is still limited and mainly based on case reports and observational data. According to these data, monodrama technique has been shown to be an effective therapy method in grief reaction (19) , anorexia nervosa (20) , obsessive-compulsive disorder (21) , borderline personality organization (22) , and in anxiety disorders, obsessive-compulsive personality and traumatic experiences (23) . In addition, it has been established that monodrama applications not only resolve symptoms in a way similar to group psychodrama, but are also helpful in liberating mental growth, enrichment, and imagination (24) . CD symptoms may also be seen as a medium for emotions and thoughts that are forbidden to be understood due to cultural characteristics. These symptoms allow an expression via "body language" of feelings and ideas that cannot be expressed in spoken words (25) . It can be assumed that reaching catharsis with psychodrama techniques based upon the spontaneous acting out of previously unplanned emotions and thoughts, facilitating the expression of unspoken feelings and thoughts with the help of these techniques, and the achievement of insight can be beneficial in CB therapy.
This report presents a case followed with a diagnosis of CB and simultaneous major depression, treated with pharmacotherapy and individual psychodrama techniques. Our intention is to draw attention to the diagnosis of CB, a condition that is easily missed especially in emergency services, and we want to assess the positive response given to psychodrama techniques applied in the therapy.
CASE
A 37-year-old female patient was referred from the neurology clinic to the psychiatry policlinic with seizure-like findings that had been occurring for 5 months, with increasing frequency especially during the last 1 month. The seizures mostly started after exposure to a stressor, starting with fainting on the spot, followed by whole-body spasms, lack of response to verbal stimuli, and emission of meaningless sounds for the duration of 10-15 minutes. The patient complained of having been unhappy, unmotivated, and fatigued for the last year; she did not enjoy life and permanently wanted to sleep. In the previous week, she had seen her younger sister's face as a snake face, which lasted for 1-2 minutes; similarly, in the last years she sometimes had briefly perceived her surroundings and some of her own body parts, especially her hands, different from what they were, as if her experiences and what was said were not real, and sometimes she saw objects different from what they were. However, these events passed after a short while, which is why she said she did not pay them much attention. Neurological examination was normal, biochemical and hematological workups and imaging test results did not find any internal or neurological pathologies to explain the symptoms; therefore, she was referred to our policlinic. Our patient was treated for comorbid CD and major depression accompanied by symptoms of depersonalization/derealization. In the psychiatric consultation, in order to establish the factors that triggered and perpetuated the disease symptoms, we investigated her life and family history and stress factors in a detailed manner.
In the patient's history, we learned that 1 year ago she had found out that her husband had a relation with her sister, and she began to live separated from her husband, at which point depressive and conversive complaints started. Particularly after events or conversations reminding her of the relationship between her sister and her husband, she said that her body became empty; she fainted on the spot, her arms and legs cramped, and though she perceived her surroundings, she was unable to react to them and stayed locked. These faintings became more frequent in the last month, happening every one or two days, and sometimes being followed by fits of crying. One year ago, the patient had decided to terminate her marriage of 12 years and filed for divorce. With her 10-year-old son, she lived in the house where she had been staying with her husband before the separation, close to her family's place. She stated that they had married willingly, but during their married lives, they had permanently suffered from economic problems; her husband did not fulfil his responsibilities, but she had never been troubled by anything and loved him very much. She blamed herself for the fact that her husband had cheated on her with her sister because she might not have shown him enough attention, but nevertheless she could not accept the situation. While they were engaged, she had experienced problems with her husband's family, feeling that they did not accept her, and therefore throughout her marriage, she had avoided seeing them and tried to stay as far away from them as possible. When we evaluated the patient's personal traits, we found her to be introverted, with difficulties to express her feelings, and sensitive. Repression, disassociation, and conversion mechanisms were evaluated as basic defense mechanisms. The patient had no known history of disease, did not use any medications, and there were no abnormalities in her family history.
In the mental state examination, the patient appeared age-appropriate, with good self-care. She was conscious, cooperative, and established eye contact. She was fully oriented to place, time, and person. No memory or perception impairments were found. Judgment, abstraction, and sense of reality were normal. Her speech was slow and comprehensible. Psychomotor activity and amount of speech were normal. Her mood was depressive, her affectivity problematic and depressed. She had a distinct reduction of sleep, appetite, and sexual drive. Her thought content was dominated by hatred towards her sister and her husband. Her score on the Hamilton Depression Ration Scale (HAM-D) was 26, on the Brief Psychiatric Rating Scale (BPRS) was 27. She was followed as an outpatient at the psychiatry policlinic with a drug treatment using escitalopram 10mg/day, increased during control visits to 20mg/day. It was agreed that she would come in for control every other week, and at the same time she started monodrama sessions, a kind of individual psychotherapy using warm-up, action, and sharing techniques, with an experienced psychotherapist. Considering that she might display variability over the course of the treatment, a therapy duration of 6 months was scheduled.
In the second session of the therapy, the patient, who mentioned that she was permanently nervous and quick to become angry, was asked to express this anger in a picture. She drew a volcano in the middle of the paper and then added a path climbing up the mountain, explaining that she had gone up to the edge of the volcano following that path. At the end of the path, she drew herself and her sister and said that while her sister was standing there, the volcano broke out in flames. When the therapist asked her what she wanted to do in this situation, she drew a layer of soil over the volcano, saying that she wanted to close the volcano. She stated that she finally wanted to give her life a new direction and no longer think about her sister. In the same session, she explained that she wanted to save herself from what she had lived through, close everything up and get on with her life. It was seen that she had avoided to talk about her feelings in the process. The patient's conversive and depressive symptoms continued and her scores on the scales showed only a minimal improvement (HAM-D=22; BPRS=22).
In the summer, when the time came to slaughter the chicks she had bred and brought up in the garden of their house, she said that she was not able to kill them and under tears disbanded the henhouse . In the session where she told this event, she said that she did not want to see anyone and was not motivated to do anything. It was thought that the scattered henhouse symbolically reminded her of her scattered old family. She said her sister had dispersed her family, starting to cry. She talked about the hatred she felt for her sister and continued to cry for a long period. A scene was created where she imagined talking to her sister, and she was able to convey her feelings towards her sister.
In a session where she began by explaining that everything she had piled up in her life had collapsed, she was asked to use the objects in the consultation room to express and animate her statement. She placed a piece called her sister at the bottom, and on top of it she placed in turn happiness, her son, and her parents. When looking at the situation from outside, she realized that the piled-up pieces were on top of her sister, and she wanted to separate the piece she had called her sister from the other objects. She placed another piece called logic in the side remaining after she seperated the piece representing her sister. When she was asked what she felt when looking at both sides, she said that she felt hatred when looking at the object representing her sister and calm on the other side. She added two more pieces on the side that she had defined as positive: knitting and looking after her son's lessons, and she realized that her change in behavior could increase the positive side.
When she met with a lawyer to file for divorce from her husband, her complaints of lack of energy and motivation partly increased. She said that she felt unhappy and hardly wanted to leave the house. In the process, she was able to gain insight into the relation between herself and her husband by role-reversal. She realized that the relationship between her husband and her sister was not her fault; during their marriage, they had experienced many problems, and while she had been an understanding spouse, she sometimes had found it difficult to express her feelings. There had been many issues she was not able to talk about with her husband, and they had gone through communication problems.
In further sessions, she reported that she had wanted to tell her mother about what was going on, but she had not known how to explain things and feared that her mother was not going to believe her. At this point, future projection technique was applied and a conversation with the mother attempted. On an empty chair, she first assumed her mother's role, and then she took over her own role and conveyed to her mother what was going on inside her. In this scene, she explained to her mother the problems and feelings she had experienced during her marriage and said that she needed her support and wanted her to be by her side. After that session, she talked to her mother and told her about the relationship between her husband and her sister. Her mother was deeply saddened but hugged and comforted her. From that day, her relation with her mother improved, she supported her, and the patient said that her mother had understood her, which very much reassured her.
In the sixth month of the therapy, the patient mentioned a blanket she had started knitting during the treatment. Initially using brown yarn, she said she finished the last part using pink and white yarn. She stated that this blanket was a concrete expression of her change process, and she wanted it to stay in a place where she could always see it. During this process, she was looking more after her son, went to take driving lessons, and was looking for a job -she said she wanted to work. Approximately for the last three months of pharmacotherapy and therapeutic sessions, she had not experienced any fainting episodes; her depressive symptoms had significantly decreased and she had not shown any dissociative symptoms (HAM-D=6, BPRS=5) .
The patient's therapy went on with biweekly controls during the first six months and subsequently monthly control visits. At the end of the first year, the medication was phased out. The patient's depressive symptoms resolved, she went to work, her social relations improved significantly, and her functionality was much better. We received verbal and written consent from the patient to publish this case report.
DISCUSSION
For the treatment of CD, first of all a detailed assessment is required to ascertain that the person does not suffer from any organic disorder. In planning therapy, we need to generate a biopsychosocial model considering not only factors triggering and perpetuating the disease and causing the patient's disposition, but also the individual's mental state, position in their family and in society, and any problems being present (26) . It has been reported that in the treatment of CD, the most effective plan is combining antidepressant medication with an appropriate psychotherapy and a multidisciplinary rehabilitation focusing on the improvement of the patient's functional level or the reduction of subjective problems (27) . Cases with psychiatric comorbidities in particular require psychopharmacological support (28) . Monodrama, which is based on role play and well received especially by young patients, allows for direct or indirect behavioral and cognitive as well as classical psychodynamic interventions. While the patient is in the focus of this type of therapy, role distribution within the family can also be assessed (21) . In this sense, the use of monodrama in CD has been considered beneficial. While no studies regarding the application of psychodrama in CD were found, it has been stated that this therapy approach has a positive effect on depression (29) (30) (31) . The results confirm that psychodrama can be used in the treatment of depression, as it stimulates spontaneity and creativity, thus improving depression symptoms such as reduced amount of speech, impoverished associations, and low or slow activity. It has been reported that psychodrama improved depression and contributed to personal development (32) . Costa et al. (33) used a more structured and shorter modification of this therapy, called "brief and focal psychodramatic psychotherapy," in patients with mild to moderate depression. They treated one patient group only with pharmacotherapy, while another group additionally received psychotherapy. In the second group, the severity of depression decreased more and social adjustment measures increased. We assume that in our case, too, psychotherapy (mainly using monodrama techniques) provided alongside drug treatment contributed significantly to the therapy. Psychodrama allowed our patient to acknowledge and express her feelings towards her sister and husband. Through the use of role reversal techniques, she was able to look from the outside at the problematic pairwise relationships she had experienced and her own position within these relationships. Our patient benefited from the holistic therapy, the conversive faintings did not recur during the process, depressive complaints resolved, no dissociative symptoms occurred, relations with her mother improved, and her functionality changed in a positive way.
Conversion symptoms are historically linked with the hysteria concept and closely related with signs of dissociative disorder. Pierre Janet conceptualized hysteria as a dissociative disorder and defined medically unexplained somatic symptoms in trauma patients as characteristics of this state (34), while Freud (35) later indicated that the somatic symptoms of hysteria are an outcome of the defense mechanism repression and that they are conversion symptoms. The relation between these two clinical presentations in the diagnostic systems has changed over time. In the DSM-II, conversion and dissociative hysterical neurosis types were classified as varieties of a single disorder. DSM-III and later versions considered dissociative disorders as a separate group, while CD was classified under somatoform disorders. The ICD-10 classified all symptoms of hysterical neurosis under "dissociative (conversion) disorders." Interest in the relationship between the two diagnoses increased due to modifications in the DSM-5 chapters on somatoform and dissociative disorders that include CD. Leaving aside the diagnostic categories, recent studies have also proved a connection between medically unexplained somatic symptoms and dissociative disorders. In 30.5-47.7% of patients with CD, comorbidity of dissociative disorder according to DSM-IV has been seen (36, 37) . While the effectiveness particularly of psychodynamic psychotherapy and cognitive psychotherapy for symptoms of depersonalization/derealization disorder has been mentioned (38) , the efficacy of monodrama is not known. As the patient's depersonalization/ derealization-type dissociative symptoms did not cause clinically conspicuous problems and did not affect her functionality significantly, she was not classified according to this diagnostic category; however, in the later stages of therapy, no recurrence of these symptoms was observed. The effect of monodrama on dissociative symptoms will require more detailed investigation. CD patients have been described as persons with problems in oral communication who tend to use body language when experiencing difficulties expressing their problems verbally. In persons with difficulties expressing their feelings, physical symptoms may represent their body language, functioning as a means of communication or a call for help (39) . Therefore, we assumed that in the treatment of our patient for CD symptoms, an examination of problems that she was unable to verbalize through psychotherapy would play an important role. Monodrama technique, used in the treatment of various psychiatric disorders, should solve our patient's relationship problems; the verbalization of feelings and thoughts that she had not been able to express should be facilitated with the help of these techniques, resulting in insight that would be helpful for the therapy. We also concluded that an improvement of the patient's interpersonal relations and addressing her cognitive errors such as mind reading and personalization in therapy sessions would contribute to the recovery process.
In conclusion, this presentation underlines the benefit of a holistic approach in the treatment of a patient with CD and major depression comorbidity, a picture frequently encountered in Turkey. Our patient benefited from psychotherapy administered alongside drug treatment, and we believe that the joint application of both therapeutic approaches increased the effectiveness of the treatment. 
